classified radiologically into focal, multifocal (62 % of cases) and tubular. The lesions have been typically described as of 'string ofbeads' or 'corkscrew' appearance. Etiology: This is undecided but the pathological changes occurring in the arterial wall in fibromuscular hyperplasia are similar to those found in the arterial walls in the following conditions: arteriovenous fistule, cystic medial necrosis of the aorta and Marfan's disease.
Histopathology: Low-power microscopy shows that the lesion may be primarily medial fibromuscular (the commonest), intimal-fibrous, or periarterial-fibrous. Between the narrowed areas of the affected artery, disruption of the elastic fibres readily gives rise to berry aneurysms. There may be patchy increase of polysaccharides in the media (Wylie et al. 1962) . Clinicalfeatures: The condition occurs bilaterally in 39 % of cases, the branch renal arteries being involved in up to 45%; the commonest age at presentation is between 25 and 45 and there is a female/male ratio of 5:1 (Kincaid et al. 1968 ). It is virtually the only cause of renal artery stenosis in females in the second, third and fourth decades. It characteristically affects the distal portion of the artery and a bruit is audible over the stenosis in up to 80% of cases. This condition has also been described in superior mesenteric, cceliac, external iliac and internal carotid arteries. The incidence of intracranial aneurysm is said to be four times higher than the average in patients suffering from fibromuscular hyperplasia (McIntosh et al. 1966) . When the condition affects the renal artery there may be up to 75% reduction in urine flow from the affected kidney, secondary to increased reabsorption of water and electrolytes following increased aldosterone production. Surgical management: The choice here lies between repair of the diseased portion of the artery by aorticorenal graft, vein patch or total nephrectomy. However, before embarking on surgical intervention the following points should be borne in mind: whether or not the disease is bilateral; if unilateral, whether renal function is normal in the other kidney; to what extent the afflicted artery is involved (including branch renal arteries), since many attempts at repair of arteries involved with fibromuscular hyperplasia result in nephrectomy due to the technical difficulties encountered at operation; and finally, the tragedy of leaving a patient without one kidney and still hypertensive. Medical management: If the patient fails to qualify for surgery on the above criteria, treatment with antihypertensives and possibly diuretics is best. Split renal function tests and blood angiotensin and aldosterone levels are of great value as aids in determining treatment. In November 1969 the patient, a pre-menopausal woman aged 44, had a radical mastectomy and post-operative radiotherapy for a Stage II carcinoma of the left breast. Histologically the tumour was a small round cell type invading the breast widely. The nodes were also involved. The steroid discriminant function was positive.
Three months following this she underwent an aesophagojejunal bypass for an inoperable carcinoma of the stomach. The histological appearance of the stomach tumour was similar to that of the breast cancer in that it was a small round cell tumour, but under closer examination and with differential stains it was the considered opinion of the pathologists that this was a separate type of tumour. Fifteen months following the radical mastectomy a bilateral oophorectomy and adrenalectomy were performed for disseminated carcinoma of the breast. Unfortunately, at the time of oophorectomy the stomach could not be assessed because of multiple peritoneal and omental deposits.
Seventeen months after the first operation she was still alive and well.
Discussion
The criteria for the diagnosis of multiple malignancies as stated by Warren & Gates (1932) are: (1) Each tumour must present a definite picture of malignancy. (2) Each tumour must be distinct.
(3) The probability of one being a metastasis of the other must be excluded.
The incidence of multiple malignancies varies according to the series (see Table 1 ), but taking all the series into consideration the average is 3-8 %. However, a distinction must be made between double primary malignant tumours which are multicentric in origin, such as those arising in the same organ or tissue or paired organs, and those arising in different tissues. Using these criteria Moertel et al. (1961) found an incidence of 5-l % for dual malignancies in all tissues and an incidence of 28 % for dual malignancies arising in different tissues.
Double cancer of the breast and stomach is relatively uncommon, and it is of interest that of the 18 cases reported in the world literature 12 are from Japan.
